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The Use of Rehabilitation Outcome Measures in Palestine; A

Descriptive Study

Prepared by: Raia Mahmoud Hadban Morjan
Supervisor: Dr. Abdulhamid Zeer

Abstract:
Background:

Standardized Outcome Measures (SOMs) have been differently defined in literature, including
the use of a tool to assess the patient’s current situation, as well as the assessment of the impact
of specific interventions. The use of SOMs is valid worldwide, as it is associated with several

positive consequences on the health and quality of care.

Objectives: This study aimed to to investigate the use, benefits and problems related to the

implication of SOMs among Palestinian physiotherapists.

Methods: The current study adopted a cross-sectional descriptive design and recruited a
convenient sample of 30 physiotherapists from different cities in West Bank — Palestine, who
received a self-administered valid questionnaire to assess the perceived benefits and problems
related to the use of SOMs. Data were analyzed using SPSS software, with the commitment to

the ethical principles of anonymity and confidentiality.

Results: The sample contained 63.3% females, with 36.7% of 11-20 years of experience, and
83.3% of baccalaureate professional degree, mainly working in outpatient facilities (83.3%) and
treating all ages of patients (86.7%). More than three fourths of the participants (76.7%) stated
that they use SOMs with their patients. The proportional scores showed an overall positive
attitude toward the benefits (91.11 £ 8.85), problems (65.71 £+ 10.45) and use (80.77 £+ 10.30)
of SOM< as well as the overall score (77.61 + 6.77). None of the demographic factors were
considered significant predictor for the use of SOM (p-value > 0.05).



Conclusion: The use of SOMs is important in the field of physiotherapy, yet it is underestimated
in the Palestinian settings, as it is scarce in the literature. There is a need to focus on such topics,

with more studies, larger sample sizes and more rigorous.

Keywords: Standardized Outcome Measures, Physiotherapy, benefits and problems.
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Chapter One: Introduction

1.1 Background

Outcome assessment involves developing outcome measurement. OQutcome measures are
defined as a tool used to assess a patient current situation (Melchert, 2011). Also defined as
measures chosen to assess the impact of the intervention sit may provide a score which is an
explanation of the result and sometimes it’s considered a dangerous classification for the

patient(Outcome measures and case definition,” 2015).

In 1996, KEN HOWORD, said in a book of foundations of professional psychology “it is not
sufficient for the practitioner to know that a particular treatment can work (efficacy) or does
work (effectiveness) on average ... The practitioner needs to know what treatment is likely to
work for a particular individual, and then whether the selected treatment is working for this

patient”(Melchert, 2011).

In clinical practice for health care professionals, outcome measures are divided into four
categories: first measures that required either therapist to interview the patient or patient can
independently complete it by himself, had a paper “fixed” or “computerized” form / self-
reported measure (SRM)(Weldring et al., 2013). Second, we had measures that require the

patient to perform a set of movements or tasks, scoring can be based on either an objective

measurement or qualitative assessments / performance-reported measures (PRMs). Observer-

reported measures (ORMs)(Types of Patient-Reported Outcomes - Patient-Reported Outcomes
in Performance Measurement - NCBI Bookshelf, n.d.)are the third type completed by the person

who regularly observes the patient. Finally, c/inician-reported measures (CRMs) which done by

the clinician using clinical judgments and reports about the patient’s behaviour(Powers et al.,

2017).

There are two types of self-reported measures, the first of which includes measures that are
reported directly by the patient without an explanation of his response by the doctor or therapist.
Another concept includes the instruments and equipment used to measure patient-reported

metrics and by which a wide range of health-related concepts are measured.



Examples of these measures include health-related quality of life, functional status, symptoms
and symptom burden, health behaviors, and patient health care experience (Hefford C , 2011 ).
It should also be noted that recent studies are increasingly turning to studying the health care

experience as a quality indicator of patient care and safety.

When looking at the performance-reported outcome measures, we find a wide range of
assessment tools that simulate various health areas such as neurology and orthopedics, including
age groups ranging from children to the elderly. For example, the ASIA Scale, a standard
neurological assessment scale routinely applied in foreign countries, is also one of the
international standards for the neurological classification of SCI (Mulroy SJ,2011). Another
example of performance-based scales is the 6 minutes’ walk test, a patient walks for 6 minutes
under the instruction of a healthcare professional, and the distance the patient walked is

measured as a performance outcome Jette DU, 2009).

The Pediatric Quality of Life Inventory is an example of an observer-reported outcome measure
and it is a good example cause children being the most visible group in terms of their need for
care as they go through their developmental stages, as it includes different units of pediatric
health conditions. The function of this tool lies in evaluating the risks and tracking the health
status of the child as well as evaluating the effect of the therapeutic intervention on him. This

scale can also be used to evaluate children with good health, such as school students.

For the Clinician-reported measures, there are three main classifications, including: Readings
and ratings global ratings (Richardson D, 2002) . Where these assessments are created through
the procedures of some form of information. An example is the performance case of the Eastern
Collaborative Oncology Group (ECOG), which oncologists use to describe a patient's

performance in terms of their ability to care for themselves, daily activity, and physical ability.

One of the important things that must be taken into account when using outcome measurements
1s psychometric properties. Psychometric properties include validity, inter-rater reliability, intra-

rater reliability, responsiveness, ceiling effects, floor activity, and P-value.



At present, outcome measures have become universally recognized, and their use in the field of
education and clinical training of health professions is a means for accurate diagnosis of the
patient and based on it the selection of the optimal rehabilitation program to provide high-quality
health care and also to monitor changes in the patient's condition. Outcome measures also
contribute to documenting information, provide a credible and reliable justification for
treatment on an individual patient level and thus, building a database with the moving toward

evidence-based practice in health care.

1-2 Problem statement

The complexities found in outcomes improvements are particularly challenging worldwide.
Achieving a better level in the health care system It's a golden goal, starting with our education
at university up to working in the field. When [ was a university student, there was no specialized
course in outcome measures, and this made it difficult for me when dealing with patients in
terms of accuracy in assessment, understanding the situation, taking appropriate measures and
building a treatment plan based on a scientific basis. It was also noticed by browsing the research
conducted in this field that there are no case studies of outcome measures in Palestine, whether
in terms of the importance of use or their inclusion in the health system. With regard to the
health system in the local reality, the Ministry of Health has not imposed any laws that require
physical therapists to use outcome measures in hospitals and rehabilitation centers, which
creates a gap, knowing that the inclusion of their use leads to a better health level leading to a

better evidence-based practice.

1-3 Study justification

The logical analysis of the importance of our existing study, in that it sheds light on important

points about the state of outcome measures in the Palestinian health community, are as follows:

1. Training students in practice on the use of outcome measures so that they have the
opportunity to enter into the logic of outcome measures in training centers.
2. This study gives in its fruits an opportunity for rehabilitation institutions to judge the

state of improvement of patients by comparing the results of evaluations upon entry and



after completion of receiving rehabilitation services, and in this style, we reach
governance in collecting information and using outcome measures.

3. Another importance of this study is that it provides an opportunity for comparison
between rehabilitation institutions, as the use of outcome measures as an indicator and
guide to the level of improvement shows us which of these institutions has the best

evaluation, and this means the best rehabilitation services provided to patients.

1.4 Research Objectives

1. To describe the extent to which physical therapists know the importance of using

assessments that are known and proven to be used globally.
2. To explore the difficulties encountered during the use of SOM in rehabilitation

3. To determine the differences in benefits, problems and use of SOM according to the

demographic and professional factors of the participants.
1.5 Research Questions

1. What are the most important barrier that stand in the way of the use and practical

application of outcome measures in Palestine?

2. Are the barrier due to the scientific knowledge “whether theoretical or practical “of the

therapists”, or due to the gap in the health system?

3. What are the current systems followed by the Ministry of Health in this field and what are

the requirements to adopt and improve the use of SOM to a better level?

1.6 Research hypothesis

The use of physiotherapy’s standardized outcome measures in Palestine has a positive impact
on the quality of services in the national health care system. And helps in building a

comprehensive and professional database of rehabilitation in Palestine.



1.7 Terminology

- Standardize outcome measures: An outcome measure is a device, tool, or procedure that
collects data on the desired outcome. A set of closely related outcome measures that offer

information on the same underlying skill or ability is referred to as an outcome domain.

- Rehabilitation Outcome Measures is a detailed examination and comparison of rehabilitation
measuring tools. It covers an overview of professional practice in physiotherapy as well as an

introduction to the World Health Organization's (WHO) International Classification of Health.

- Self-reported measures: Any approach that involves asking a participant about their feelings,
attitudes, views, questionnaires and interviews are examples of self-reports; self-reports are

frequently used to get participant answers in observational studies and experiments.

- Performance-based measures: Performance-based measurements require that the patient
execute a series of motions or activities. Scores for performance-based measurements might be
based on an objective measurement (e.g., time to finish a task) or a qualitative assessment with

a Score.

- Measurements done by a parent, caregiver, or someone who consistently watches the patient

on a daily basis are known as observer-reported measures.

- Clinician-reported measures are those that are filled out by a health care provider. The
professional employs clinical judgment and reports on patient behaviors or indications that are

noticed.
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Chapter Two

Literature Review

2.1 Theoretical studies:

Recently, outcome measures have become a familiar scientific term for audiology and are
being used among colleagues in the field, and are taught to university students in health
professions specializations "physiotherapy and rehabilitation". The importance of this study lies
because it seeks to take a closer look to describe the scientific and practical knowledge culture
as well as the evaluations used “practice and the mechanism of choice” according to the
selection evidence and psychometric characteristics in proportion to the pathological condition
after conducting diagnoses and clinical examinations. On the other hand, describing the
academic preparation of students and exploring the obstacles and requirements to be used as a
data documentation tool. This research is also presented under the recommendations mentioned
in the scientific research on outcome measures, which recommend conducting further studies.
By conducting this descriptive research to explore the status of outcome measures, we aim to
build an informatics institution to use outcome measures as a tool for collecting information in

the middle of physical rehabilitation in Palestine.

Using an Evidence-Based Approach to Measure Outcomes in Clinical Practice MacDermid,
Grewal et al had published a handbook in February 2009, at which it was cited by 19 researchers,
and the topic of the research revolves around the research's focus is on the fact that there are
increasingly more patients in rehabilitation facilities, while physical therapists are occasionally
unsure of the precise interventions.
We arrive at the conclusion that a systematic approach to outcome measurements is required to
evaluate the impact of evidence-based practice and comprehend the implications for clinical

decisions given patient expectations and the present state of the evidence.

Given patient expectations and the current state of evidence, we conclude that a systematic
approach to outcome measures is necessary to assess the impact of evidence-based practice and

understand the implications for clinical decisions(MacDermid, Grewal et al. 2009).



Another study entitled Monitoring the change: Current trends in outcome measure usage in
physiotherapy “that was published in the manual therapy book in February 2006, and it was
cited by 84 researchers, Physiotherapists have traditionally relied on impairment measures such
as range of motion and muscle strength to monitor patient progress. The impact of treatment on
patients' daily activities can be assessed with valid and reliable questionnaires, but the use of
standardized questionnaires by physiotherapists appeared to be limited. This study found a
significant increase in the use of some standardized outcome measures by physiotherapists over
6 months. The changes observed were likely influenced by active education initiatives,

professional support, and peak body position statements(Abrams et al., 2006).

A patient's firsthand account of a health outcome is known as a patient-reported outcome (PRO).
It contrasts with an outcome that was reported by someone else, such as a doctor's report, a
nurse's report, etc. In clinical trials and other therapeutic settings, PRO techniques like surveys
are employed to better understand a treatment's efficacy. In today's health research environment,
the usage of digital PROs, also known as electronic patient-reported outcomes (ePROs), is

growing.

Patient-centered outcomes, often known as PCOs, should not be confused with PROs. The latter
suggests the use of a questionnaire that addresses difficulties and worries unique to a patient.
Patient-reported outcomes, on the other hand, refer to reporting circumstances in which only the
patient gives information on a particular therapy or condition; this information may or may not
be of concern to the patient.
Furthermore, PREMs (patient-reported experience measures), which place more emphasis on a
patient's entire experience than on particular treatment results, should not be mistaken with
PROs. The terms "patient-reported outcome measures" (PROMs) and "PROs" are frequently

used interchangeably.

In cases where it covers many qualities, a well-designed PRO questionnaire should consist of
a number of scales, each of which assesses a different attribute. These "characteristics" of the
measurement are referred to as constructs, and the surveys used to gather them are referred to
as instruments, measures, scales, or tools. PRO tools often need to go through rigorous

validation and testing.



One-dimensionality is the measurement of a single construct through a questionnaire. A
unidimensional questionnaire's items (questions) can be combined to get a single scale score. A
questionnaire's one-dimensionality cannot, however, be inferred from the fact that the creator
intended it to be so. It is necessary to provide empirical evidence for this (by using confirmatory
factor analysis or Rasch analysis, for instance). Multi-dimensional refers to a questionnaire that
assesses numerous constructs. To offer a profile of scores, a multi-dimensional questionnaire is
employed; specifically, each scale is scored and presented independently. Using factor analysis
or preference-based methodologies, it is feasible to produce an overall (single summary) score
from a multi-dimensional measure; however, some people could compare this to combining

apples and oranges.

When adopting an outcome measure, its psychometric properties are crucial characteristics that
must be considered. An outcome measure's inherent qualities are its psychometric features. An
outcome measure used in practice should, ideally, have undergone a number of research studies
to establish and test its psychometric features. Validity, intra-rater reliability, inter-rater
reliability, responsiveness, ceiling effects, floor effects, and minimal clinically significant
differences are some of these features. The test's validity is determined by how closely it
measures the intended outcomes. A measure with high validity may be relied upon to accurately

measure the intended focus.

When two different people are evaluating the outcomes of the same subject, inter-rater
reliability takes the consistency of the measure's results into account. With performance-based
measurements, strong inter-rater reliability would indicate that both physiotherapists who rated

the performance came to identical conclusions about the performance under consideration.

A high intra-rater reliability for patient-reported outcome measures denotes that the patient
consistently reacts to get the same findings. This is especially true for serial testing without any
intervention or status change.Test-retest reliability includes intra-rater reliability. The term
"responsiveness" describes a measure's capacity to recognize changes in status. When the
majority of patients successfully complete the measurement and score in the top range of the
measurement, this phenomenon is known as the "ceiling effect." The test is too simple and does
not adequately assess their abilities. When the vast majority of patients fall within the lowest

range of the measurement, this is known as a "floor effect."

10



(The test is too difficult, and there aren't enough simpler items to discriminate between
different status levels.) The p-value has little significance for deciding whether a change is
relevant. The clinician needs to be aware of the least important difference for outcome

measurements. The phrase "minimal important difference" describes how little of a change the

patient may notice as being important.

2.2 Similar Studies

The following similar studies in table 2.1 were found and used in this study.

Table 2.1 Similar studies in the field of SOMs in Rehabilitation

Study

Implementation and use of standardized
outcome measures by physical therapists
in Saudi Arabia: barriers, facilitators and
perceptions(Al-Mugqiren, Al-Eisa et al.
2017)

Clinical and biomechanical outcomes of
rehabilitation targeting intersegmental
control in athletic groin pain: prospective
cohort of 205 patients(King, Franklyn-
Miller et al. 2018)

Mastering Prognostic Tools: An
Opportunity to Enhance Personalized
Care and to Optimize Clinical Outcomes
in Physical Therapy(Tousignant-
Laflamme, Houle et al. 2022)

Use of Physical Activity Measures

in Rehabilitation Interventions Following
Lower Extremity Amputation(Murray
and McGinty 2023)

Author Published
Year

“Tahani N. Al-Mugiren, Einas S. 21
Al-Eisa, Ahmad H. Alghadir& November
Shahnawaz Anwer BMC Health 2017
Services Research”
“Enda King , Andrew Franklyn- 2018
Miller, Chris Richter , Eamon
O'Reilly , Mark Doolan , Kieran
Moran, Siobhan Strike , Eanna
Falvey ”
‘Yannick Tousignant-Laflamme, 2022
PT, PhD, Catherine Houle, MPT,
Chad Cook, PT, PhD, MBA,
FAPTA, Florian Naye, PT, MSc,
Annie LeBlanc, PhD, Simon
Décary, PT, PhDv’
Murray, L 2023
Mcginty, - G
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Roland P S Van Peppen , Francois 2008
Outcome measures in physiotherapy J F Maissan, Frank R Van
management of patients with stroke: a Genderen, Rob Van Dolder, Nico
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measures in physical therapy in the H M Beurskens
Netherlands(Swinkels, VVan Peppen et al.
2011)
Marika Demers, Andréanne K 2019

Facilitators and barriers to using
neurological outcome measures in
developed and developing
countries(Demers, Blanchette et al. 2019)

2.3 Summary

Blanchette , Aditi A Mullick ,
Akash Shah, Kathleen Woo, John
Solomon, Mindy F Levin

The most frequently cited reasons for not using such measures were the time needed for patients
to complete them, the time needed for doctors to interpret the data, and the difficulty for patients

to complete them independently.

The majority of evaluations of prognostic tools in the rehabilitation literature have concentrated
on prescriptive clinical prediction principles. These investigations reveal significant
methodological difficulties and reach the conclusion that these instruments are neither reliable
not effective in clinical practice. This has highlighted the necessity to broaden the area of study
in order to understand what constitutes a high-quality prognostic tool that can be utilized in

clinical practice.
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Chapter Three

3-1 Study design

The present study used a descriptive study design to assess the use of standardized outcome

measurement status in Palestinian rehabilitation centers and privet clinics.

A cross sectional web survey-based was used in previous similar study, The questionnaire was
translated into Arabic by a legal translator licensed by the Ministry of Justice, to preserve the
credibility and effectiveness of the basic questionnaire. The aim of translation was to facilitate

understanding and mobilization by therapists.

3-2 Study setting

The questionnaire was distributed among the therapists in the form of a link via social media.
After two weeks, a reminder was sent to fill out and confirm participation. Due to the short
period of time, the responses were closed and 30 responses were taken, which is consistent with

the statistical analysis.

3-3 Study Sample

3-3-3-1 Study Procedures

On January 23, 2023, the electronic link "Google Forms" for the survey started to circulate on
the Facebook pages of the Palestinian physical therapists in Palestine. It was also disseminated
via the WhatsApp messaging service. The response rate was 10 therapists after a week. Physical
therapists were contacted by phone and email to remind them that the tasks needed to be

finished.
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Then, the researcher managed to get in touch with 19 physical therapists. Unfortunately, when
the researcher reached out to some well-known rehabilitation facilities in West Bank, the

administration did not reply, which had an adverse effect on the sample's size and thoroughness.

After roughly a month and a few days, the link was posted once more through social media for
Physiotherapy groups as well as on WhatsApp application with the assistance of colleagues who

follow it.

By talking and following up with the supervisor, there was no responses, and the necessary
statistical analyses carried out on 30 subjects to finish the study. The study includes some of the
physiotherapist who are working in the national rehabilitation centers and private clinics that

offer physical therapy and rehabilitation services.

3-3-2 Sampling method

The sample included all governorates of West Bank in Palestine, in terms of geographical
distribution, where the largest percentages of subscribers were represented in Hebron
governorate by 30% and Ramallah and Al-Bireh governorates by 16.7%, while the lowest

percentages were represented in the governorates of Tulkarem and Jericho by 3.3%.

Years of experience between 11-20 years accounted for 36.7%, while the percentage of

educational attainment was that the majority of therapists hold a bachelor's degree.

Study sample
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Figure 3.1 Demographic data of study sample
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3-3-3 Sample size

The research sample consisted of 30 physical therapists (19 females - 11 males) who hold a valid
professional practice and work in the practical field, whether in their own private centers or in
other centers. The selection of physical therapists was based on their voluntary response to the
online questionnaire, and according to the place of work and place of residence of the

participants.

3-3-4 Inclusion criteria

Physical therapists with master's, bachelor's, or diploma degrees, and heads of departments in
private rehabilitation clinics.

3-3-5 Exclusion criteria

Occupational and physical therapy students who only have training courses, and who are

working in Centers offering relaxing massage services.

3-4 Data collection
3-4-1 Tools of data collection
1. The original version of the data collection tool was used in the study Monitoring the change:
current trends in outcome measure usage in physiotherapy(Abrams et al., 2006), the same
tool was used in the study conducted in Saudi Arabia in 2017. The researcher translated the
original English version, to Arabic to facilitate common understanding and filling by the
participants, and the translation was validated to ensure the credibility of the original
version of the questionnaire.
2. Google Forms was used using the localized version in order to distribute the questionnaire
and obtain the data.
3. In the final stage, the data were returned to the English language to be compatible with the
study and to be subject to statistical analysis.
4. Look “Appendix I” for the content of the used questionnaire
5. That questionnaire included applied information concerning the knowledge and use of

rehabilitation outcome measure.
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3.5 Study variables

1.

Physiotherapist information: gender, region, Years of practice, Professional (entry-level)
degree, Highest earned degree, Specialty certification, Type of work facility, Age of
patients, Type of conditions, Number of sessions in an 8-hour day. Table 3.1

The applied system for the use of outcome measures in the Palestinian center of
rehabilitation: “Policies or procedures used in your practice setting for collecting
information from SOM” Table 3.2

Benefits of using SOMs: Helping to direct the plan of care, Enhancing communication
between therapist and patient/client, Enhancing communication with third-party payers,
physicians, and other providers, Helping patients/clients feel that therapists are thorough
in their examination, Increasing the efficiency of examinations, Helping to focus choice
of interventions, Attaining better patient/client outcomes, Helping to motivate and
encourage patients/clients, Decreasing the rates of denial from third-party payers,
Enhanced marketing of my practice or services.

Barriers in front of using SOMs from the questionnaire: Are confusing to
patients/clients, Are difficult for patients/clients to complete independently, Require too
high a reading level for many patients/clients, Are in English, a language in which many
of my patients/clients are not fluent, Are not sensitive to the cultural/ethnic concerns of
many patients/clients, Make patients/clients anxious, Take too much time for
patients/clients to complete, Take too much of clinicians’ time to analyze/calculate/score,
Provide information that is too subjective to be useful, Require more effort than they are
worth, Do not contain information that helps to direct the plan of care, Are difficult to
interpret (eg, do not know what norms are, how score relates to severity, or what a
clinically important change might be), Do not contain the types of items or questions
that are relevant for the types of patients/clients I see, Often do not get completed at
discharge, so are not useful for determining patients’/clients’ response to treatment,
Require training that I do not have, Cost too much, Require a support structure that I do
not have (eg, technology, stafting), Are really only useful for research purposes, Are not
relevant because my practice involves consultation, case management, or discharge

planning only.
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3-5 Statistical analysis
Data were analyzed by using the statistical package for Social Sciences (SPSS) version 23.

Descriptive and inferential analysis were performed. The scale variables were expressed as
mean £ SD, while categorical variables were expressed as frequency.

The applied statistical tests of non-parametric descriptive statistics “frequencies and ratios”, and
inferential statistics “chi square and binary logistic regression” were used to describe the data
of the study variables and to test the hypothesis of the study. SPSS software was used to run the

statistical analysis.

3-6 Ethical considerations
The research proposal was submitted to the ethical committee of Al-Quds University and

obtained the pre required ethical approval to apply it. “see appendix III for the letter of ethical

approval”.
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4.1.6. Results related to reasons of not using the SOMs

4.1.7. Prediction of using SOMs by demographic factors of the study

sample
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Chapter Four

4-1 Results presentation and analysis

4.1.1. Statistical results of sample Demographic data

Table (4.1) Frequency, ratio, and chi square results of sample Demographic

data

Variables Values F % Chi square | df | Sig

Gender Male 11 ] 36.7% 2.1332 1]0.14
Female 19 | 63.3%

Region Jerusalem 6 | 20.0% 14.800° 7 | 0.03
Jenin 2 | 6.7%
Tulkarem 1| 33%
Nablus 4 | 13.3%

Ramallah and Al-Bireh 5 116.7%

Jericho 1 | 3.3%
Bethlehem 2 | 6.7%
Hebron 9 |30.0%
Years of practice <3 years 8 |26.7% 9.333¢
3-5 years 51 16.7%
6-10 years 5 | 16.7% 4| .05
11-20 years 11 | 36.7%
>20 years 1] 33%
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Professional (entry-level) degree Certificate 1| 3.3% 34.2004
Baccalaureate 25 | 83.3%
<.01
Master's 4 | 13.3%
Doctorate 0 | 0.0%
Highest earned degree Professional 25 | 83.3% 13.3332
Advancedmaster's 5 116.7%
<.01
Transitional DPT 0 | 0.0%
Doctorate 0 | 0.0%
Specialty certification Cardiovascular-pulmonary | 0 | 0.0% 17.667¢
Geriatric 0 | 0.0% 75.333¢
Neurology 2| 6.7%
Orthopedic 13 | 43.3%
<.01
Pediatric 2 | 6.7%
Sports 3 | 10.0%
Manual therapy 10 | 33.3%
Handtherapy 0 | 0.0%
Type of work facility Acutecare 1| 3.3%
Inpatientrehabilitation 1| 33% 38.400¢
Extended care 2 | 6.7%
Outpatient 25 | 83.3% <01
Homehealth 1| 3.3%
Schoolsystem
0 | 0.0%

21




Age of patients you manage <21 2 | 6.7%

21-40 2 | 6.7%
41-60 0 | 0.0%
38.4004 2 | <01
61-75 0 | 0.0%
>75 0 | 0.0%
Treat all ages 26 | 86.7%
Type of conditions you manage Musculoskeletal 9 |30.0%
Neuromuscular 4 | 13.3%

Cardiovascular-pulmonary | 0 | 0.0%
8.600¢ 2 | <.01

Woman's health 0 | 0.0%
Integumentary 0 | 0.0%
Mixed 17 | 56.7%
Number of sessions in an 8-hour day <5 sessions 2 | 6.7%
5-9 sessions 17 | 56.7%
10 sessions and more 11 | 36.7%
Use of SOM with patients Yes 23 | 76.7% 26.600*
No 1| 3.3% 2 | <01
Maybe 6 | 20.0%

The gray highlighted sig values indicate significant difference between the categories of the

matched variable
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4.1.2. Statistical results related to benefits of using SOMs for patients

Table (4.2) Frequency, ratio, & chi square of questions related to benefits of
using SOMs for patients

D SA DA Chi
Statement Mean* | square
F % F % F % sig
1. Helping to direct the plan of care. 0 0.0% | 5 | 16.7% 25 83.3% 2.83 <.01

2. Enhancing communication

between therapist and 0 0.0% | 6 | 20.0% | 24 80.0% | 2.80 <.01

patient/client

3. Enhancing communication with

third-party payers, physicians, 0 0.0% | 13 | 43.3% 17 56.7% 2.57 46

and other providers

4. Helping patients/clients feel that

therapists are thorough in their 0 0.0% | 5 | 16.7% 25 83.3% 2.83 <01

examination
3. Increasing the efficiency of 0 | 00% | 6 |20.0% | 24 |80.0% | 280 | <0l
examinations
6. Helping to focus choice of 0 | 00% | 7 |233% | 23 |767% | 277 | <01
interventions
7. Attaining better patient/client 0 0.0% | 6 | 20.0% 24 80.0% 280 <01
outcomes
8. Helping to motivate and 0 |00% |5 |167%| 25 | 833% | 2.83 <01
encourage patients/clients
9. Decreasing the rates of denial b 6.7% | 15 | 50.0% 13 43.3% 237 <01
from third-party payers
10. Enhanced marketing of my 0 | 00% | 8 |267% | 22 |733% | 273 01
practice or services
2.733
27.33+ I
Mean score + SD Total Mean* I Prop.*
AL + 8.86%
0.266
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The gray highlighted sig values indicate significant difference between the categories of the

matched variable

* The mean and the proportional scores ensure positive attitude of the sample subjects

concerning the benefits of using SOMs for patients

4.1.3. Statistical results of Problems in using SOM with patients

Table (4.3) Frequency, ratio, and chi square results of questions related to

Problems in using SOM with patients.

Chi

D SA DA Mean* square

Statement sig

1.87 <.01

1. Are confusing to 6 200% | 22 | 73.3% 2 6.7%
patients/clients

2. Are difficult for

patients/clients to 1 3.3% 23 76.7% 6 20.0% 2.17 <.01
complete

independently

3. Require too high a

. 1 3.3% 22 | 73.3% 7 23.3% 2.20 <.01
reading level for many

patients/clients

4. Are in English, a
language in which
1 3.3% 13 | 43.3% 16 53.3% 2.50 <.01
many of my
patients/clients are not

fluent

5.

Are not sensitive to the

cultural/ethnic 11 [367% | 14 |46.7% 5 16.7% 1.80 12
concerns of many

patients/clients

6.

Make patients/clients | 15 | 40.00% | 15 | 50.0% 3 10.0% 1.70 02
anxious
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7. Take too much time
for patients/clients to

complete

13.3%

12

40.0%

14

46.7%

233 .06

8. Take too much of
clinicians’ time to

analyze/calculate/score

10.0%

16

53.3%

11

36.7%

2.27 .01

9. Provide information
that is too subjective to

be useful

26.7%

19

63.3%

10.0%

1.83 <.01

10. Require more effort
than they are worth

10

33.3%

17

56.7%

10.0%

1.77 <.01

11. Do not contain
information that helps
to direct the plan of

care

16

53.3%

11

36.7%

10.0%

1.57 .01

12. Are difficult to
interpret (eg, do not
know what norms are,
how score relates to
severity, or what a
clinically important

change might be)

10

33.3%

14

46.7%

20.0%

1.87 .20

13. Do not contain the
types of items or
questions that are

relevant for the type of

patients/clients I see

11

36.7%

16

53.3%

10.0%

1.73 .01

14. Often do not get
completed at
discharge, so cannot
give information about
patients’/clients’

response to treatment

16.7%

20

66.7%

16.7%

2.00 <.01

Mean score + SD

Total

27.6

+4.39

Mean

1.97

+0.314

Prop.

65.71%

+10.46%
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The gray highlighted sig values indicate significant difference between the categories of the

matched variable

* key of mean score “range of disagree, range of somewhat agree, range of definitely agree”
Neutral attitude in the above answers of the study sample concerning the problems in using

SOMs

4.1.4. Statistical results related to the use of SOM with the patients
Table (4.4) Frequency, ratio, and chi square results of questions related to the

use of SOM with the patients.

Yes, Yes, Chi
No . i
Statement sometimes routinely Mean* | sduare
F % F % F % sig
1. Answering clinical questions through a 4 1133% | 15 | 500% | 11 | 36.7% 293 .

traditional research approach

2. Quality improvement/assurance activities | 2 | 6.7% | 18 | 60.0% | 10 | 33.3% | 2.27 <.01

3. Determining the case mix (complexity) 0| 00% | 18 1 600% | 12 | 40.0% | 2.40 27

of patients/clients

4. Comparing performance across therapists

in terms of average patient/client 1 3.3% 17156.7% | 12 | 40.0% 2.37 <01

outcomes

5. Comparing one clinic’s performance to s | 67% | 16 | 533% | 12 | 400% | 233 <01

that of other clinics

6. Comparing average outcomes of

patients/clients with different conditions 21 67% | 15 1 30.0% | 13| 43.3% | 237 =0l

within a practice

7. Examining the average change in
patients’/clients’ health status over their 1 3.3% 13 43.3% 16 53.3% 2.50 <01
episodes of care to determine a practice’s

effectiveness
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8. Examining the average change in
patients’/clients health status over their 01 00% | 14 | 456% | 16 | 53.3% | 2.53 71
episodes of care to determine individual
therapists’ effectiveness
9. Examining and documenting the status,
progress, and/or outcomes of individual 0 ]00% | 12 | 40.0% | 18 | 60.0% | 2.60 27
patients by individual therapists
10. Communicating with other health care R o |300% | 20 | 667% | 2.63 <01
providers and referral sources
Total “TS”, Mean “MS”, and 24.23 242 80.77%
proportional score PS + SD TS MS PS.
+3.09 +0.309 +10.31%

The gray highlighted sig values indicate significant difference between the

matched variable

categories of the

* The mean and the proportional scores ensure positive attitude of the sample subjects

concerning the benefits of using SOMs for patients

Table (4.5) Descriptive statistics of total, mean, and proportional Scores of

sections (2-4) in the study questionnaire

Total score /102 Mean* /3 Proportional/100
Scale
Mean SD Mean SD Mean SD
Benefits of SOM (out of 30) 27.333 2.657 2.73 0.267 91.11 8.85
Problems of SOM (out of 42) 27.600 4.391 1.97 0.314 65.71 10.45
Use of SOM (out of 30) 24.233 3.092 2.42 0.309 80.77 10.30
Overall (out of 102) 79.167 6.913 2.32 0.203 77.61 6.77

The above table illustrates an overall analysis and summaries of total, mean, and proportional

scores in the previous three tables, as well as the overall score of the three scales, which had a

mean score of 79.167 £ 6.913 out of 102, that was converted to a mean of 2.32 + 0.203 out of

3, which resulted in a proportional weight score of 77.61 + 6.77 percent. In conclusion, it showed

positive attitudes concerning the use and benefits of SOMs in rehabilitation.
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4.1.5. The statistical results of answers related to Policies and procedures

used in practice setting for collecting information from SOM

Table (4.6) Frequency and ratio distribution of answers related to Policies or

procedures used in your practice setting for collecting information from SOM

Chi-
% Squ
uestion Options
Q b are df | Sig.
In my practice setting, Mandated/required for all patients. 26.7
completion of %
standardizes outcome
. Mandated only for patients/clients who have certain 10.0
measures is
types of conditions (eg, low back pain) %
Routine for all patients/clients, but not 333
: 0 11.6
mandated/required %0 5 04
00?
Routine, but not mandated, only for patients/clients who 10.0
have certain types of conditions (eg, low back pain) %
Sporadic, depending on different factors such as time, 16.7
patient’s characteristics, etc %
Other 3.3%
In my practice setting, | Onlythosethatuseinformationderivedfrompatients’/client 16.7
the types of standardizes s’self-report. %
outcome measures used
) Only those that use information derived from 20.0 | 12.2
include 2 <01
observation of patients’/clients ‘performance % 00°
Acombinationofthosethatusepatient/clientself- 63.3
reportandobservationoftheirperformance %
In my practice setting, Using paper, and therapists review the raw information
standardizes outcome from the paper version 60.0 | 214 3 <01
% 67°

measures are completed
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Using paper, analyzed/ scored through scanner or

20.0
computer data entry, and then summary scores are o
(V]
reviewed by therapists
Using the computer (no paper), and summary scores are 16.7
reviewed by therapists %
Other 3.3%
In my practice setting, Using paper, and therapists review the raw information 46.7
when I use measures from the paper version %
that require
Using paper, analyzed/scored through scanner or
patients’/clients’ self- &pap Y £ 26.7
computer data entry, and then summary scores are
reports e Y Y % 11.3 ol
reviewed by therapists 33¢ :
Using the computer(no paper),and summary scores are 23.3
reviewed by therapists %
Other 3.3%
Each physical therapist Uses the same health status questionnaires 40.0
in my practice setting % 1.20
. 27
Choosesthehealthstatusquestionnairesheorshewantstouse 60.0 0
foreachpatient/client %
I learned how to use In my professional(entry-level) program 433
standardized outcome %
measures
In my post professional education 30.0
%
From continuing education workshops/conferences 6.7% | 8.66 B
7¢ ‘
From the other therapists or managers in my practice
setting
20.0
%
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The criteria used for
selecting the
standardized outcome
measures you use

(multiple selection)

Can be completed quickly

86.7
%

Easy for patients/clients to understand

96.7
%

Easy for clinicians to understand/interpret meaning of

scores and change in scores

100.0
%

Shown to be valid and reliable

96.7
%

Seem to be the most common ones used in physical

therapist practice

100.0
%

Useful for a variety of purposes such as research, quality

assurance, patient/client evaluation

933
%

Can be analyzed electronically (scanner, computer, etc.)

100.0
%

Most appropriate for the types of conditions seen in my

practice setting

100.0
%

Other reason

90.0
%

Do not know

36.7
%

13.5
17¢

<.01

The gray highlights numbers indicate the highest ratios and the significant difference between

the answers of the matched questions
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4.1.6. Results related to reasons of not using the SOMs

Table (4.7) Frequency and ratio distribution of questions related to Not using

SOMs
F % Chi- Asymp.
Questions Options Square | df Sig.
I do not use health status Are confusing to patients/clients 5 1 16.7% | 13.333¢ | 1 <.01

questionnaires with

: : Are difficult for patients/clients to
patients/clients because 8 | 26.7% | 6.5334 1 01

lete ind dentl
they (Multiple selection) compiete meependenty

Require too high a reading level for
) ) 7 123.3% | 8533¢ |1 <.01
many patients/clients

Are in English, a language in which
many of my patients/clients are not 11]36.7% | 2.133¢ | 1 .14

fluent

Are not sensitive to the cultural/ethnic
) ) 2 | 6.7% | 22.533¢4 | 1 <.01
concerns of many patients/clients

Make patients/clients anxious 1| 3.3% | 26.133¢ | 1 <.01

Take too much time for patients/clients
10 | 33.3% | 3.333¢ | 1 .06
to complete

Take too much of clinicians’ time to
4 [ 133% | 16.133¢ | 1 <.01
analyze/calculate/score

Provide information that is too
1 3.3% | 26.1339 | 1 <.01
subjective to be useful

Require more effort than they are worth | 5 | 16.7% | 13.333¢ | 1 <.01

Do not contain information that helps to
1| 33% | 26.133¢ | 1 <.01
direct the plan of care

Are difficult to interpret (eg, do not 3 110.0% | 19.200¢ | 1 <01

know what norms are, how score
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relates to severity, or what a clinically

important change might be)

Do not contain the types of items or
questions that are relevant for the types | 2 | 6.7% | 22.533¢ | 1 <.01

of patients/clients I see

Often do not get completed at
discharge, so are not useful for
o ] ) 3 110.0% | 19.200¢ | 1 <.01
determining patients’/clients’ response

to treatment

Require training that I do not have 0 | 0.0% | 19.200¢ | 1 <.01

Cost too much 0 | 0.0%

Require a support structure that I do not
3 110.0% | 19.200¢ | 1 <.01
have (eg, technology, staffing)

Are really only useful for research
3 110.0% | 19.200¢ | 1 <.01
purposes

Are not relevant because my practice

involves consultation, case

) ) 0 | 0.0%
management, or discharge planning
only
Other reason 5 116.7% | 13.333¢ | 1 <.01
I am planning to use SOM Yes 17 | 56.7%
in the future

No 1| 3.3%
May be 12 | 40.0%

The gray highlights numbers indicate the highest ratios and the significant difference between

the answers of the matched questions
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4.1.7. Prediction of using SOMs by demographic and professional factors of
the study sample

Table (4.8) Demographic factors as predictors for the use of SOMs

Predictor (reference) Value B Wald p-value OR 95% CI
Gender (male) Female 0.341 0.150 0.699 1.406 0.25-7.89
Region (Jerusalem) Jenin -0.693 0.175 0.676 0.500 | 0.01-12.89
Tulkarem 20.510 0.000 1.000 > 100
Nablus 0.405 0.079 0.779 1.500 | 0.08 —25.39
Ramallah -0.288 0.052 0.819 0.750 0.06 — 8.83
Jericho 20.510 0.000 1.000 >100
Bethlehem 20.510 0.000 0.999 >100
Hebron 1.386 1.025 0.311 4.000 | 0.27-58.56
Experience (< 3 years) 3-5 years - 0.693 0.320 0.571 0.500 0.04 —5.51
6-10 years -0.693 0.320 0.571 0.500 0.04 -5.51
11-20 1.204 0.821 0.365 3.333 | 0.24-45.10
years
>20 years 20.104 0.000 1.000 > 100
Highest earned degree Advanced 0.234 0.037 0.847 1.263 0.11-13.59
(Professional) master’s
Average sessions number Hokx -0.092 0.484 0.487 0.912 0.70-1.18

In the above table, the Binary logistic regression, was conducted to predict the dependent factor
of using the SOM (after being converted to a dichotomous variable; yes or (no/maybe). The

table shows that none of the independent variables is a significant predictor of SOM use.
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4.1.8. Relationship between the main dimensions of study questionnaire

Table (4.9) Correlations between treatment sessions and the main dimensions

of study questionnaire

Factor Benefits Problems Use Overall
Pearson P Pearson P Pearson P Pearson P
Session number | 0.131 0.489 | 0.170 0.368 0.045 0.811 0.179 0.344
Benefits 0.044 0.816 0.279 0.111 0.545 0.002
Problems 0.220 .0242 0.751 <0.001
Use 0.279 0.701
Overall 0.545

The highlighted squares mean significant relationship between the related variables.

4-2 Results Discussion

As been illustrated in table 4.1, the majority of the respondents in this study were from the
female category, with a percentage of 63.3%, compared to 36.7% from the male category, with
no significant difference between both genders (p-value = 0.14), which gives the sample an
advantage in the term of homogeneity according to the gender distribution. In terms of the
geographical distribution of the respondents, the Hebron Governorate formed the vast majority
of the sample (30%), followed by the Jerusalem Governorate (20%), and the Ramallah and Al-
Bireh Governorate (16.7%), while the rest of the West Bank governorates formed the rest of the
percentages, the least of which was 3.3% in the Tulkarm and Jericho governorates (p-value =
0.03), in which the significant difference was mostly related to the adoption of convenient

sampling method.
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The years of experience for the respondents had a significant difference (p-value = 0.03), as
the category of 11 to 20 years got the highest percentage of 36.7% of the total sample. The
bachelor’s degree constituted the highest percentage among the respondents’ degrees (83%),
which was significantly different than the rest of the educational levels (p-value < 0.01). As for
the certificate of specialization that pertains to the respondents, the orthopedic specialization
was the highest value among them, as it constituted 43.3%, the manual therapy specialization
by 33.3%, followed by the sports injury’s specialization (10%), and the neurosciences and
children specialization with 6.7%, while each of the senior specializations of geriatric and
cardio-pulmonary possessed 0% of the sample size, which all is related to convenient sampling

method.

The results of the analysis showed that the majority of the type of work facility for the
respondents was in outpatients (83.3%, p-value < 0.01). As for the age group managed by the
respondents, both categories of younger than 12 years old and 21 — 42 years old had similar
percentages (6.7% each), while it was noted that the respondents who manage all ages
constituted the largest percentage (86.7%). The conditions of the musculoskeletal system
managed by the respondents accounted for 30%, while the mixed conditions accounted for
56.7%. This means that the majority of therapists are not specialized in treating specific
conditions. The rate of sessions between 5-9 sessions was found among 56.7% of the therapists,
which is the highest percentage of the respondents for the number of sessions during the day,

which is proportional to the overall number of patients that regularly visit the targeted clinics.

Concerning the presented results in table 4.2, 23 out of 30 physical therapists reported using
SOMs with their patients. The mean and the proportional scores ensure positive attitude among
the study subjects concerning the benefits of using SOMs for their patients. Such results indicate
positive professional awareness regarding the importance, the benefits and impact of using
SOMs in rehabilitation, which was highlighted by the significant differences in the distribution

of responses in most of the sentences (p-value < 0.05).

Concerning the interpretation of the presented results in table 4.3, the respondents’ answers to
the questions related to the possible problems in using the SOMs indicated a significant
difference between the ordinal answers “ranks” in most questions of this section, with a total

mean score of 1.97 out of 3 and an average proportional score of 65.71%, those scores reflect a
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neutral attitude among the respondents toward the possible issues related to the use of SOMs in
rehabilitation. The highest score of 76.7% (disagree) was in the question states that physical
therapists had a problem in using SOMs because they are difficult for patients/clients to
complete independently. Other said that using SOMs take too much time 46.7% (somewhat
agree), while, 36.7% of the participants defiantly agree that using SOMs take too much time of

clinicians to analyses\calculate\score.

The results of the statistical analyzes showed a positive attitude of the mean and the relative
outcomes with regard to the use of SOMs with patients. In the other hand, the respondents’
answers to the question related to examining and documenting the condition, progress and/or
outcomes of individual patients by individual therapists, indicated a percentage of 60%, while
their use of communication with other healthcare providers and referral sources indicated a
response ratio of 66.7%. The use of SOMs in quality assurance/improvement activities and case
mix determination (degree of complexity) for patients/clients indicated a percentage of 60%,
although the use of SOMs in answering clinical questions through a traditional research
approach had a percentage of 13.3%, which highlights the need for focus on the clinical research

implications in the field of SOM among the Palestinian therapists (p-value < 0.05).

Table 4.8 was concerned with the investigation for the predictors of the use of SOM according
to therapists’ demographic factors, and showed that none of them is considered a significant
predictor for the use of SOM. The main possible interpretation for the absence of such
significance can be related to small sample size, which was reflected on heterogeneity in the

distribution of participants within categories of each factor.

Therefore, it is recommended to conduct future studies with much larger sample size in
Palestine, with the focus on trying to collect the participants with the highest possible level of

homogeneity.

Compared with the Saudi study, female was not predictive of both studies. With regard to the
years of experience, the years between 3-5 showed a positive expectation and the value of the
OD was 9.2, and the years between 5-6 showed a positive effect with a value of 2.7 and the

difference was significant.
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As for our current study, the years of experience were between 11-20 years, a value of 3.3
showed a positive expectation of the benefit from the use of treatment and rehabilitation

outcome measures. The difference was not significant between the groups.

The master's degree in both studies obtained a positive expectation in terms of the benefit of
using treatment and rehabilitation outcome measures. The Saudi study showed 3.5(Al-Mugqiren,

Al-Eisa et al. 2017) while the current study of us in Palestine showed 1.2.

4.3 Study Limitations

The current study had several limitations:
» Many rehabilitation centers refused to participate in our study.
» Some physiotherapists refused to fill in the survey.

» Small sample size
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Chapter Five

Conclusions and Recommendations

5.1 Conclusions

5.2 Recommendations
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Chapter Five

5.1 Conclusions

1. At the institutional level of the specialized rehabilitation centers in Palestine, there is a
lack of confidence at the higher management, level concerning the current status,
policies and rules related to the use of the SOMs in rehabilitation. Which lead to weak
cooperation with the researcher, and even to refrain their therapists from filling the study
questionnaire.

2. Up to the moment, there is no central decision in the Palestinian health care system to
adopt and apply the SOMs in rehabilitation.

3. The majority of Palestinian physiotherapists working in the private sector of
physiotherapy have a favorable, but not particularly profound, attitude toward the
necessity, the advantages, and the usage of SOMs in rehabilitation.

4. There is a limited applied knowledge and a weak professional experience among the
Palestinian physiotherapists concerning the professional use of SOMs in rehabilitation.

5. There is a very weak response rate among the Palestinian physiotherapists regarding
their cooperation in filling the applied assessment tools of scientific research in general,
and the questionnaires of nonparametric studies in particular.

6. The current status of using rehabilitation OMs in Palestine didn’t offer the required
assessment data to evaluate and to develop the effectiveness of the used
physiotherapeutic services and interventions at the personal level of patient,

physiotherapist, or at the institutional level of each organization in general.
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5.2 Recommendations

1.

There is a critical need for the decision makers in the Palestinian health care system, and
the academic institutions / universities, to make the required and conclusive decision for
adopting and applying the SOMs of rehabilitation, at the private as well as the public
levels of rehabilitation sectors.

There is a critical need to hold specialized presentations to improve the professional and
applied knowledge of using the ROMs among the Palestinian physiotherapist.

There is a critical need to hold professional workshops to improve the applied practical
skills and the professional experience of using the ROMs among the Palestinian
physiotherapist.

There is a critical need for professional cooperation between the national organizations
of rehabilitation to build the national plan for the development of physiotherapy and

rehabilitation services at the general level of Palestine.
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Appendix I.

The used questionnaire for the use of Standardized Outcome

Measures in Physical Therapy Practice in Palestine

Please provide some information about your-self by checking the relevant box under each item?

1. your sex “Mark only one”

Female

Male

2. Region “Mark only one”

Jerusalem

Jenin

Tubas

Tulkarm

Nablus

Qalqgilya

Salfit

Ramallah and Al-Bireh

Jericho

Bethlehem

Hebron
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3. The number of years you have practiced as a physical therapist “Mark only one ”

<3

3-5

6-10

11-20

>20

4. Your professional (entry-level) physical therapy degree “Mark only one oval”

Certificate

Baccalaureate

Master's

Doctorate

5. Your highest earned degree “Mark only one”

Professional

Advanced master's

Transitional DPT

Doctorate
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6. Your specialty certification “Mark only one”

Cardiovascular-pulmonary

Geriatric

Neurology

Orthopedic

Pediatric

Sports

Manual therapy

Hand therapy

7. Your type of work facility “Mark only one ”

Acute care

Inpatient rehabilitation(including sub acute care)

Extended care

Outpatient

Home health

School system

46



8. The age of the patient population you manage? “Mark only one ’

’

<21

21-40

41-60

61-75

>75

Treat all ages

9. The types of conditions of the patient/client population you manage “Mark only one ’

’

Musculoskeletal

Neuromuscular

Cardiovascular-pulmonary

Woman's health

Integumentary

Mixed

10. On average, how many treatment sessions do you complete in an 8-hour day? (If you

work fewer or more than 8 hours a day, please extrapolate to 8 hours)
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11. Did you use standardizes outcome measures with patient? “Mark only one ”

Yes

No

Maybe

Benefits of using standardizes outcome measures with patients/clients include?

12. Helping to direct the plan of care “Mark only one ”

Definitely agree

Agree somewhat

Disagree

13. Enhancing communication between therapist and patient/client “Mark only one ”

Definitely agree

Agree somewhat

Disagree

14. Enhancing communication with third-party payers, physicians, and other providers

’

“Mark only one ’

Definitely agree

Agree somewhat

Disagree
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15. Helping patients/clients feel that therapists are thorough in their examination

’

“Mark only one

Definitely agree

Agree somewhat

Disagree

16. Increasing the efficiency of examinations “Mark only one ’

’

Definitely agree

Agree somewhat

Disagree

17. Helping to focus choice of interventions “Mark only one ’

’

Definitely agree

Agree somewhat

Disagree

18. Attaining better patient/client outcomes “Mark only one ’

’

Definitely agree

Agree somewhat

Disagree
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19. Helping to motivate and encourage patients/clients “Mark only one ”

Definitely agree

Agree somewhat

Disagree

20. Decreasing the rates of denial from third-party payers “Mark only one”

Definitely agree

Agree somewhat

Disagree

21. Enhanced marketing of my practice or services “Mark only one”

Definitely agree

Agree somewhat

Disagree

22. Other benefit's

Problems in using health status questionnaires with patients/clients include, they:

23. Are confusing to patients/clients “Mark only one”

Definitely agree

Agree somewhat

Disagree
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24. Are difficult for patients/clients to complete independently “Mark only one”

Definitely agree

Agree somewhat

Disagree

25. Require too high a reading level for many patients/clients “Mark only one”

Definitely agree

Agree somewhat

Disagree

26. Are in English, a language in which many of my patients/clients are not fluent

“Mark only one”

Definitely agree

Agree somewhat

Disagree

27. Are not sensitive to the cultural/ethnic concerns of many patients/clients “Mark

one”

Definitely agree

Agree somewhat

Disagree
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28. Make patients/clients anxious “Mark only one”

Definitely agree

Agree somewhat

Disagree

29. Take too much time for patients/clients to complete “Mark only one”

Definitely agree

Agree somewhat

Disagree

’

30. Take too much of clinicians’ time to analyse/calculate/score “Mark only one’

Definitely agree

Agree somewhat

Disagree

1

31. Provide information that is too subjective to be useful “Mark only one ’

Definitely agree

Agree somewhat

Disagree

’

32. Require more effort than they are worth “Mark only one ’

Definitely agree

Agree somewhat
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Disagree

33. Do not contain information that helps to direct the plan of care “Mark only one”

Definitely agree

Agree somewhat

Disagree

34. Are difficult to interpret (eg, do not know what norms are, how score relates to

severity, or what a clinically important change might be) “Mark only one”

Definitely agree

Agree somewhat

Disagree

35. Do not contain the types of items or questions that are relevant for the type of

patients/clients I see “Mark only one”

Definitely agree

Agree somewhat

Disagree

36. Often do not get completed at discharge, so cannot give information about

patients’/clients’ response to treatment “Mark only one”

Definitely agree

Agree somewhat

Disagree
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The following section contains items that ask how you use standardizes outcome measures with

your patients/clients. If you practice in more than one setting, address the items considering the

setting in which you do most of your practice.
Please check only one box for each item. standardizes outcome measures are used for

37. Answering clinical questions through a traditional research approach “Mark only

2

one

Yes, routinely

Yes, sometimes

No

38. Quality improvement/assurance activities “Mark only one”

Yes, routinely

Yes, sometimes

No

39. Determining the case mix (complexity) of patients/clients “Mark only one”

Yes, routinely

Yes, sometimes

No

40. Comparing performance across therapists in terms of average patient/client

outcomes “Mark only one ”

Yes, routinely

Yes, sometimes
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No

41. Comparing one clinic’s performance to that of other clinics “Mark only one ’

)

Yes, routinely

Yes, sometimes

No

42. Comparing average outcomes of patients/clients with different conditions within a

practice “Mark only one ”

Yes, routinely

Yes, sometimes

No

43. Examining the average change in patients’/clients’ health status over their

episodes of care to determine a practice’s effectiveness “Mark only one”

Yes, routinely

Yes, sometimes

No

44. Examining the average change in patients’/clients’ health status over their

episodes of care to determine individual therapists’ effectiveness “Mark only one

i3]

Yes, routinely

Yes, sometimes
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No

45. Examining and documenting the status, progress, and/or outcomes of individual patients

by individual therapists “Mark only one

Yes, routinely

Yes, sometimes

No

46. Communicating with other health care providers and referral sources “Mark only

12

one

Yes, routinely

Yes, sometimes

No

The following section asks about policies or procedures used in your practice setting for
collecting information from standardizes outcome measures. If you practice in more than one

setting, address the items considering the setting in which you do most of your practice. Please

check only one box for each item

47. In my practice setting, completion of standardizes outcome measures is? “Mark

only one”

Mandated/required for all patients.

Mandated only for patients/clients who have certain types of conditions (eg,low
back pain)

Routine for all patients/clients, but not mandated/required
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Routine, but not mandated, only for patients/clients who have certain types of

conditions (eg, low back pain)

Sporadic, depending on different factors such as time, patient’s characteristics, etc

Other

48. In my practice setting, the types of standardizes outcome measures used include

“Mark only one ”

Onlythosethatuseinformationderivedfrompatients’/clients’self-report.

Only those that use information derived from observation of patients’/clients

‘performance

Acombinationofthosethatusepatient/clientself-
reportandobservationoftheirperformance

49. In my practice setting, standardizes outcome measures are completed “Mark only

12

one

Using paper, and therapists review the raw information from the paper version

Using paper, analyzed/scored through scanner or computer data entry, and then

summary scores are reviewed by therapists

Using the computer(no paper),and summary scores are reviewed by therapists

Other

50. In my practice setting, when I use measures that require patients’/clients’ self-

reports “Mark only one”

Using paper, and therapists review the raw information from the paper version
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Using paper ,analyzed/ scored through scanner or computer data entry, and then

summary scores are reviewed by therapists

Using the computer(no paper),and summary scores are reviewed by therapists

Other

51. Each physical therapist in my practice setting “Mark only one oval”

Uses the same health status questionnaires

Choosesthehealthstatusquestionnairesheorshewantstouseforeachpatient/client

52. I learned how to use standardised outcome measures “Mark only one oval”

In my professional(entry-level) program

In my post professional education

From continuing education workshops/conferences

From the other therapists or managers in my practice setting

53. Please indicate the criteria used for selecting the standardized outcome measures

you use. Please check all that apply “Check all that apply”

Can be completed quickly

Easy for patients/clients to understand

Easy for clinicians to understand/interpret meaning of scores and change in

SCores

Shown to be valid and reliable
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Seem to be the most common ones used in physical therapist practice

Useful for a variety of purposes such as research, quality assurance,

patient/client evaluation

Can be analysed electronically (scanner, computer, etc)

Most appropriate for the types of conditions seen in my practice setting

Other reason

Do not know

54. Please list the standardized outcome measures that you use in your practice.
Indicate which, if any, are your own “home-grown” questionnaires. Please spell

out the name for each?

**If you DO NOT USE standardized outcome measures, please complete this section. As you
complete it, think broadly about the tools that fall into the general category described with terms
such as “health status,” “quality of life,” “disability functional status,” or “outcome measures.”
This section of the survey contains items that ask for the reason that you do not use standardized

outcome measures in your practice. Please check all that apply?

55. I do not use health status questionnaires with patients/clients because they “Check

all that apply™”

1. Are confusing to patients/clients
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2. Are difficult for patients/clients to complete independently

3. Require too high a reading level for many patients/clients

4. Are in English, a language in which many of my patients/clients are not

fluent

5. Are not sensitive to the cultural/ethnic concerns of many

patients/clients

6. Make patients/clients anxious

7. Take too much time for patients/clients to complete

8. Take too much of clinicians’ time to analyze/calculate/score

9. Provide information that is too subjective to be useful

10. Require more effort than they are worth

11. Do not contain information that helps to direct the plan of care

12. Are difficult to interpret (eg, do not know what norms are, how score

relates to severity, or what a clinically important change might be)

13. Do not contain the types of items or questions that are relevant for the

types of patients/clients | see

14. Often do not get completed at discharge, so are not useful for

determining patients’/clients’ response to treatment

15. Require training that | do not have

16. Cost too much

17. Require a support structure that I do not have (eg, technology, staffing)

18. Are really only useful for research purposes

19. Are not relevant because my practice involves consultation, case

management, or discharge planning only

20. Other reason
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56. I am planning to implement the use of standardizes outcome measures in the near

future “Mark only one”

Yes

No

May be
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